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665 Mainstream Drive 
Nashville, TN 37243 

 
615-532-5166 

 
Guidelines for Schools Submitting a Letter of Intent 

To Establish a Medication Aide Certified School 
 

Statutory Authority for School Approval is found in T.C.A.§63-7-127 (i)(1). 
  

Any qualified educational institution seeking to conduct a medication aide 

certified training program shall make application with a letter of intent and submit 

to the Board any documents, statement and forms as the Board may require. Fees 

are not due until Application for Initial Approval is submitted. The complete 

application shall be submitted to the Board no later than forty-five (45) days prior 

to a scheduled Board of Nursing meeting. A representative of the Board shall 

conduct a site visit to survey the educational and clinical facilities prior to the 

program presenting a letter of intent to the Board. At a minimum, the institution 

seeking approval to conduct a training program shall provide the following in the 

letter of intent: 

a) Name and address of qualified educational institution; 
 

b) Contact person and his/her address, telephone number, fax number 
and email address; 
 

c) The name and address of principle clinical facilities; 
 

d) The locations(s) of the courses or programs; 
 

e) Letters of support; 
 

f) Documentation of need for the program 
 

g) Demonstration of the financial ability to support the program 
(budget). 
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TENNESSEE BOARD OF NURSING 
665 Mainstream Drive 
Nashville, TN 37243 

 
615-532-5166 

 
MEDICATION AIDE CERTIFIED 

APPLICATION FOR MAC PROGRAM LETTER OF INTENT APPROVAL 
 

The program shall submit documentation no later than forty-five (45) days prior to a 
scheduled Board of Nursing business meeting. All applicable laws, rules, policies and 
guidelines affecting your program are available for viewing at www.state.tn.health. 
Please check this Web site periodically for updates. 
 
Name of the School (Qualified Educational Institution)______________________________________ 
 
Location of the School__________________________________________________________________ 
 
Street______________________________________City_______________________________________ 
 
County_____________________State____________Zip________________________________________ 
 
Phone Number (_____)________________________Fax Number (_____)__________________________ 
 
Twenty Four (24) Hour Emergency Number (_____)___________________________________________ 
 
E-Mail Address_________________________________________________________________________ 
 
Controlling Institution: 
 
Name____________________________________ Phone Number (_____)__________________________ 
 
Street_________________________________________________________________________________ 
 
City_____________________State_____________Zip__________________________________________ 
 
Accreditation 
 
Name of Accrediting Body________________________________________________________________ 
 
Director Information 
 
Name__________________________________________________ RN License Number______________ 
 
Have you (Director) ever been convicted of a crime?   Yes_____  No______ 
 
If yes, what charges?_____________________________________________________________________ 
 
Location of conviction____________________________________________________ Date___________ 
                                       City                                 County                             State 
 
 
 

http://www.state.tn.health/
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Mailing address if different from school location address: 
 
Name_________________________________________________________________________________ 
 
Street_________________________________________________________________________________ 
 
City______________________State____________Zip__________________________________________ 
 
PLEASE ATTACH THE FOLLOWING DOCUMENTS: 
 

(a) The name and address of principle clinical facilities; 

(b) The location(s) of the courses or programs; 

(c) Letters of support; 

(d) Documentation of need for the program; 

(e) Demonstration of the financial ability to support the program (budget). 

FEE SCHEDULE: (FEES ARE NON-REFUNDABLE) Fees not due until Application for Initial 
Approval is submitted 
 
Training Program Initial Application Fee…………………...………………...…………………… $2,500.00 

 
Training Program Annual Survey Fee……………………….…………………………………….. $1,500.00 

 
VERIFICATION BY NOTARY PUBLIC: 
 
The signature below certifies that he or she is of responsible character and able to comply with minimum 
standards and regulations established by Tennessee pertaining to the Medication Aide Certified program for 
which  application for licensure is made and with the rules promulgated under Tennessee Code Annotated 
T.C.A. 63-7-127. 
 
 
_______________________________________   _____________________________   _______________ 
Authorized Signature                                               Title or Position                                   Date 
 
 
STATE OF TENNESSEE 
 
County of _____________________________________________ 
 
The above name applicant (print name)_______________________________________________being by 
me duly sworn on his/her oath, deposes and says that he/she has read the forgoing application and knows 
the contents thereof: that the statements concerning the above named school and program, therein 
contained, are correct and true to his/her knowledge. 
 
Subscribed to and sworn to on this _____________day of _______________________________________ 
                                                                                                  Month                                            Year 
 
                                                                               Notary Public___________________________________ 
 
                                                                               My commission expires: __________________________ 


